INTRODUCTION
Long-term home mechanical ventilation was introduced over 50 years ago with the iron lung'. This was a life-saving treatment during poliomyelitis epidemics and provided ventilatory support by means of a negative pressure cuirass. In recent years there have been considerable advances in the development of portable ventilators to deliver intermittent positive pressure ventilation, especially by non-invasive means such as nasal mask. Patients with ventilatory failure from various causes such as central hypoventilation, muscular dystrophies and scoliosis, may benefit greatly from assisted ventilation at home. It is therefore important to develop a service for provision ofhome ventilation in Northern Ireland. The aim of this study was to identify the patients currently receiving assisted ventilation at home in Northern Ireland and to make an assessment of their needs and quality of life.
METHODS
As there is no central unit in Northern Ireland for initiating home ventilation, an attempt was made to identify patients by contacting consultants in the Belfast area and large district general hospitals who were most likely to care for patients requiring assisted ventilation at home ie. respiratory physicians, anaesthetists and neurologists. Some names were also obtained from the distributor of the NIPPY ventilator which is a portable ventilator for intermittent positive pressure ventilation (Medical Therapeutics Ltd. for Thomas Respiratory Systems, London). Case records were then checked to obtain information on the reason for ventilation and the type of ventilation system used. Only patients receiving intermittent positive pressure ventilation were selected; those patients receiving continuous positive pressure ventilation, referred to as CPAP, used to treat obstructive sleep apnoea, were excluded. There were no patients using negative pressure support systems. A total of 13 patients were identified during 1994. A questionnaire was sent to each patient to obtain information regarding ventilator use and quality of life. There were 12 questions regarding the practical use of the ventilator; space was left for further comments. Patients were asked to score quality of life on a visual analogue scale (1 to 7) and were asked specifically about their level of activity.
RESULTS
Details of the 13 patients are shown in the Table. All patients were initiated on the current mode of ventilation except patient 7 who initially used a nasal mask, but this became ineffective and he had a tracheostomy 2 years later. All but three patients had ventilation initiated in Northern Ireland. Aftercare, including maintenance of the ventilator, is varied and provided by the initiating 4 . Lack of battery power in the event of an electricity power failure. Quality of life was measured on a scale of 1-7, with 1 = poor and 7 = excellent. Two patients felt that this was poor (score 1-2), seven patients felt this was reasonable (score 3-S) and four patients felt they had a very good quality of life (score 6-7). The lowest score (1) was given by patient 3 who used the ventilator continuously. The three patients (7, 8 and 10) who used the ventilator for part of the day as well as at night all gave a score of 4. In terms of activity, I11/1 3 patients were up all day; one patient was up for half the day and another for short periods. No patient was confined to bed. The figure shows the types of activities patients were able to do. Of note, three patients were able to go to work. Two 
